that conventional treatment of bladder cancer can be still successful in the presence of HIV infection. Another feature of interest in this patient is that he was relatively young for bladder cancer which may suggest a contribution of his HIV infection to the occurrence of the tumour.
In conclusion, the development of transitional cell carcinoma of the bladder in a patient Smooth muscle tumours of the rectum and anal canal are rare with an incidence of around one in 2-3000 rectal lesions, and 50% are malignant. There is a slight male predominance and they tend to occur between the fifth and seventh decades. [2] [3] [4] Symptoms arising from these tumours are similar to those arising from a carcinoma. In a series of 18 patients treated at St Mark's Hospital4 with tumours arising from the rectal muscularis propria, the majority had symptoms of anal pain/tenesmus, rectal bleeding or alteration in bowel habit (10, seven and six patients, respectively). Another review of 89 cases in the literature suggested that pain, bleeding and alteration in bowel habit were the commonest presenting features. 5 Anderson et aP found that none of their 10 patients with leiomyoma had pain but seven of 10 patients with leiomyosarcoma had localised rectal pain, suggesting that this was a means of differentiating benign from malignant lesions.
The size of the tumour may also be a distinguishing feature, since leiomyosarcomata tend to be larger than the benign tumours and also overlying ulceration is seen in 50% of the malignant tumours.2 Severe bleeding may result from an ulcerating tumour.
These tumours are usually firm, rounded and usually deep to the submucosa, although they are rarely pedunculated. They are sharply circumscribed and the cut surface has a greyish-pink, whorled or 'watered silk' appearance. 3 The prognosis is dependent on the tumour grade, reflected in the mitotic index,7 but the overall outlook is poor despite aggressive surgical management. Other forms of primary or adjuvant treatment such as radiotherapy lack efficacy, probably due to the slow cell turnover in the tumour and its propensity to metastasise.2''5 Appelman8 suggests that tumours are likely to recur locally multiple times before they metastasise.
Because of the difficulty in determining malignant potential and the tendency to local recurrence it has been suggested that only small or pedunculated lesions should be dealt with by local excision while all others should be treated by abdomino-perineal rectal excision. 4'5 Despite this standard advice, new techniques are being assessed for local excision of carcinomata9 and these should now also be considered for stromal tumours. The posterior para-sacral approach'°a llows adequate access to the lower rectum without damage to the anal sphincter. In our patient we were able to obtain a histologically satisfactory tumour clearance of a low lesion whilst preserving the anal sphincter. We would suggest that this approach should be considered in this type of lesion.
